Pasteurella multocida is a gram-negative coccobacillus that primarily affects animals. P multocida infections in humans are usually associated with animal contact. To the best of our knowledge, only 7 cases of P multocida epiglottitis have been previously reported in the Englishlanguage literature; none of these cases occurred in a patient with chronic lymphocytic leukemia. We describe what we believe is the fi rst reported case of P multocida epiglottitis in a patient with chronic lymphocytic leukemia, and we review the previous reports of this rare entity.
Introduction
Pasteurella multocida is a gram-negative coccobacillus that is often characterized by bipolar staining. It is found as a pathogen or commensal organism in the upper respiratory tract of animals. Both diseased and healthy animals have been found to be colonized with P multocida. The most common hosts are dogs and cats; other felines as well as fowl, pigs, hamsters, horses, buffalo, monkeys, rats, wolves, cattle, lambs, and rabbits have also been found to harbor this organism. 1, 2 Most human infections with P multocida occur after exposure to an animal. The organisms are usually spread to humans via cat scratches and cat or dog bites and licks, although some infections (e.g., upper and lower respiratory tract infections in the setting of chronic pulmonary disease and some invasive infections) have not been attributable to contact with animals. The most common infections in humans involve the skin and soft tissue; other sites include bones, joints, eyes, the thyroid, the cardiovascular and central nervous systems, and the respiratory, gastrointestinal, and genitourinary tracts. 3, 4 Patients with altered host defenses secondary to an IgA defi ciency, 5 chronic alcohol abuse, liver disease, diabetes mellitus, or chronic steroid use may have a greater susceptibility to infection. Human-to-human transmission has not been reported. 6 P multocida infections are uncommon, and they may be easily confused on Gram staining with infections caused by other organisms, such as Haemophilus infl uenzae, Moraxella catarrhalis, and Neisseria or Acinetobacter species. It is important to correctly identify P multocida in order to promptly begin appropriate treatment. P multocida grows readily on sheep blood agar. Wounds may harbor polymicrobial infections, including oral anaerobes and Staphylococcus aureus. Pasteurella infections are most sensitive to penicillins, cephalosporins, quinolones, tetracyclines, macrolides, carbapenems, chloramphenicol, and trimethoprim/ sulfamethoxazole. Treatment can be delivered either orally or intravenously for 1 to 6 weeks, depending on the severity of the infection. 7 Epiglottitis is rare in adults. When it does occur, it often presents with a rapid onset of sore throat, dysphagia, and an inability to swallow secretions, which may lead to respiratory distress and even death if left untreated. Affected patients often present with fever and leukocytosis. The diagnosis is based on direct visualization of the epiglottis and cultures of both the epiglottis and blood. Epiglottitis is most commonly caused by H infl uenzae, Streptococcus pneumoniae, and S aureus, 8 although other bacteria, fungi, and viruses have been 
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implicated. 9 To the best of our knowledge, only 7 cases of epiglottitis secondary to P multocida infection have been previously reported in the literature. 1, 8, [10] [11] [12] [13] [14] In this article, we report a new case.
Case report
A 36-year-old man presented to our emergency department with a 1-day history of sore throat, cervical lymphadenopathy, chills without fever, and diffi culty swallowing. Ten months earlier, he had presented to the emergency department with a pulmonary embolus. He was found incidentally to have lymphocytosis (48,000/ µl), and he was subsequently diagnosed with Rai stage 0 chronic lymphocytic leukemia. He was treated with anticoagulation, and he did well without specifi c treatment for the leukemia.
At this most recent encounter, he initially presented early in the day with a complaint of sore throat. He was afebrile, and he was given symptomatic treatment and sent home. By evening of the same day, his symptoms had progressed, and he returned to the emergency department. The otolaryngology service was consulted. Flexible fi beroptic nasopharyngoscopy revealed an infl amed, erythematous epiglottis. In view of concerns about airway compromise, the otolaryngology service admitted the patient to the surgical intensive care unit with a diagnosis of acute epiglottitis. He was given intravenous dexamethasone, to reduce epiglottic edema, and broad-spectrum antibiotics. He improved clinically and did not require intubation.
After 2 days, the patient was transferred to the ward. An aerobic blood culture grew gram-negative coccobacilli, which was further identifi ed as P multocida, the presumed cause of the epiglottitis. A posterior pharyngeal culture found no evidence of beta-hemolytic streptococci. The patient's exposure to animals was limited; he kept a bird at home and he occasionally petted his neighbors' dogs, and he denied any exposure to cats. Computed tomography detected only a new left submandibular soft-tissue density up to 28 mm in length without evidence of abscess.
The patient's antibiotic regimen was switched to a continuous IV infusion of penicillin G for 12 days. The left submandibular soft-tissue density resolved, and the patient recovered fully and uneventfully.
Discussion
To the best of our knowledge, only 7 other cases of P multocida epiglottitis have been reported in the Englishlanguage literature (table) . 1, 8, [10] [11] [12] [13] [14] In 6 of these cases, 1, 8, [10] [11] [12] [13] the patient had a positive blood culture for the pathogen; 4 patients had a positive throat or epiglottic culture (1 at autopsy). 1, 11, 12, 14 Only 1 of the 7 patients denied any exposure to animals, although he had recently traveled to Nigeria. 13 None of these previous reports involved a patient with chronic lymphocytic leukemia. Impaired qualitative and quantitative immunoglobulins, defective cell-mediated immunity, abnormal complement activity, and neutrophil and phagocyte dysfunction have all been described in patients with chronic lymphocytic leukemia. 15 It has been estimated that 80% of patients with chronic lymphocytic leukemia will experience a serious infection during the course of their illness, and as many as 50 to 60% of patients will die from infectious complications. 16 Our patient was not neutropenic on presentation, and his immunoglobulin measurements showed normal IgA and IgM levels and only a mild decrease in IgG to 565 mg/dl (range of normal: 649 to 1,634). He had no liver disease, no chronic steroid history, and no underlying diabetes or pulmonary disease (other than his adequately treated and resolved pulmonary embolus) to suggest a susceptibility to Pasteurella infection. Moreover, he had not undergone any treatment of his chronic lymphocytic leukemia that would have led to any immune dysfunction.
We hypothesize that this patient's P multocida epiglottitis arose secondary to an immune defi ciency related to his chronic lymphocytic leukemia that was not identifi ed on routine laboratory testing. Still, we are mindful that his infection might have been attributable to exposure during his occasional petting of his neighbors' dogs or from contact with his pet bird, although the specifi c mechanism of such a possible etiology remains unknown.
